TRAUMATIC RUPTURE OF URETER. 127 

kidney was incised to allow the escape of blood and thus reduce 
its bulk, and was then excised. The stump of the ureter was 
cauterized after ligation. The opened fatty capsule was sutured 
to the transvcrsalis fascia, and a cigarette drain inserted to base 
of wound. The patient made a rapid and steady improvement, 
and was discharged on the thirty-third day with a very small 
granulation at the lumbar scar and a small ventral superficial 
sinus. The pathological report was made by Dr. Tuttle, who 
stated that the kidney was much congested. There was slight 
round-celled infiltration and many casts. 

TRAUMATIC RUPTURE OF URETER; EXTRAVASATION OF 
URINE; PYONEPHROSIS; NEPHRECTOMY. 

Dk. Brown presented a hoy, nine years old, who was admitted 
to the Presbyterian Hospital on July 2, 1904. His mother died of 
phthisis. The patient had always been delicate and had measles 
and diphtheria in infancy. Three weeks ago he was struck by a 
horse-car and caught under it, sustaining an injury to the left ilio¬ 
costal region. He was not unconscious, but vomited frequently. 
On the day of his admission two ounces of urine were obtained 
by catheterization. The urine contained a trace of blood. The 
abrasion on the left side of the abdomen partly healed, but on the 
opposite side a tumefaction appeared, thought to be a h.-ematoma. 
The patient was discharged from the hospital on June 26, ap¬ 
parently well. Since then lie had been up and about, but com¬ 
plained of some pain in the right side, and the right side of his 
abdomen was increased in size. He still had occasional attacks of 
vomiting. 

The patient was readmitted to the hospital on July 2. At this 
time lie was amende and poorly nourished, and a systolic basal 
murmur was made out. The abdomen was prominent and bulg¬ 
ing in the right flank, with dulness outward from the median line 
and dilated veins over the tumor, chiefly above the level of the um¬ 
bilicus. Bimanually, a fluctuating tumor could be distinctly out¬ 
lined just below the tip of the ninth cartilage, not moving with 
respiration. There was some tenderness over the mass. A rectal 
examination was negative. An X-ray picture of the trunk, the 
injection of tuberculin, and the transmitted light test were all neg¬ 
ative. Temperature on admission, 99° F.; pulse, 96. Leucocyte 
count, 14,000. The urine was 1030; acid; no albumen, casts, nor 
blood cells. No tubercle bacilli. 
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On account of the small caliber of the urethra, a cystoscopic 
examination was made under full anesthesia. 1 he bladder was 
seen to be normal. The ureteral catheter entered the left ureter 
rapidly and emitted normal urine. The mouth of the right ureter 
was open, but ureteral catheters of the smallest size and with dif¬ 
ferent shaped tips would not pass beyond three-quarters of an 
inch, and no urine flowed from the catheter. From this it was 
inferred that the ureter was occluded or ruptured, and that the 
tumor was due either to a greatly distended renal pelvis and kid¬ 
ney, or to an extrarcnal accumulation of urine. Subsequent de¬ 
velopments showed that the latter was the case, and that the ure¬ 
teral lesion giving rise to the extravasation was a lateral rent at a 
point one and one-half inches from the hilum. An explanation of 
the ureteral occlusion at a point three-quarters of an inch from the 
vesical papillae was never obtained. 

On July 7, through a right lumbar oblique incision, a retro¬ 
peritoneal cystic tumor was opened, and thirty-six ounces of 
urinous fluid evacuated. The kidney and its adipose capsule, 
which were found forced well above the site of the accumulation, 
were now drawn down into the wound, and the fatty envelope 
examined for a rent. None being found, it was opened to expose 
the kidney, which was apparently normal in appearance. Ihc 
site of the lesion giving rise to the urinary extravasation had not 
been determined thus far, but the occluded lower end of the ure¬ 
ter was suspected as being in some way responsible. The wound 
was partly closed and drained. There was a free urinous dis¬ 
charge from the wound. The temperature remained normal unt. 
the sixteenth day, when it rose to 103° F. The patient vomited 
and had a very severe frontal headache. The right kidney was 
palpable and somewhat tender. 

On July 28, through a right iliac incision, an attempt was 
made to reach the kidney; but this proved inadvisable, because, 
on trying to reflect the parietal peritoneum, it was torn, due prob¬ 
ably to pathological conditions resulting from the previous extrav¬ 
asation. This wound was then closed with chromic gut and the 
former right lumbar incision reopened and enlarged. 'I he kidney 
was exposed, and on stripping off the fatty capsule the cortex was 
found to be covered with slightly raised yellowish-red and pur¬ 
plish lesions. After freeing the kidney and before hgatmg the 
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ureter, a quarter-inch rent was discovered about an inch and a half 
from the hiluni. Through this a little urine could be made to 
escape upon squeezing the kidney, and a probe passed through it 
entered the renal pelvis. The pedicle was transfixed, ligated in 
three separate parts, clamped and cut, and the kidney removed. 
The cavity was irrigated and the opened fatty capsule held by 
sutures to the transversalis fascia. A single cigarette drain led 
to the pedicle, and the wound was almost closed with chromic gut. 
In the second and third days, from thirty-five to forty-five ounces 
of urine were passed. All discharge from the wound ceased on 
the tenth day. The patient was discharged on the twenty-second 
day after the nephrectomy, with only a tiny granulation at the 
site of the wound. The pathologist reported an extensive infil¬ 
tration of leucocytes in streaks out through the cortex, evidently 
the result of an ascending inflammation. The kidney pelvis was 
congested. 

NEPHRECTOMY FOR RENAL TUBERCULOSIS. 

Dit. Brown presented a man, thirty years old, who was ad¬ 
mitted to the Presbyterian Hospital on July 1, 1904. His family 
history was negative. He was addicted to the moderate use of 
alcohol. Three years ago he had syphilis, for which he was 
under treatment for two years. There was no history of gonor¬ 
rhoea nor other illnesses. 

Six months ago he began to suffer from frequency of mic¬ 
turition, with some blood at the end of the act, and pain at the 
head of the penis. He was treated at Mt. Sinai Hospital and was 
soon able to return to his work. Ten weeks ago his symptoms 
recurred, and the bleeding was more severe. Six weeks ago he 
was compelled to take to his bed, and in addition to his other 
symptoms he suffered from diarrhrea and pain in the right lumbar 
region. 

On admission, the patient was micturating about five or six 
times at night. The urine contained so much pus that it was al¬ 
most milky. There was slight tenderness over the right kidney. 
No tumor could be felt. By rectal examination a softened area 
in the prostate could be made out. By the three-glass test the 
first urine passed was turbid with pus, the second more so, and 
the third and last almost the consistency of soup. It also con¬ 
tained a heavy trace of albumen. The patient’s temperature 
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